As in most Western industrialized nations, death rates from asthma have risen in Canada, particularly in the last decade.1 Although the reasons for this increase are not known with certainty, Canadian data show similarity to data from other nations leading to similar hypotheses and explanations. Mortality figures have risen steeply for those aged 15 to 34 years, an age at which other respiratory illnesses such as chronic obstructive pulmonary disease (COPD) are unlikely to cause diagnostic confusion.1 It therefore seems unlikely that changes in diagnostic trends or coding account for the phenomenon described in Canada. As seen in other nations, hospitalizations for asthma care rose in the 1980s, and this trend was accompanied by a steep rise in expenditures for asthma medications. [2] [3] [4] [5] [6] It is plausible, given these data, that asthma prevalence has increased in Canada, a trend also described in other industrialized nations.
ASTHMA COSTS IN 
CANADA
The tragedy of preventable asthma deaths is the most dramatic manifestation of a common and costly problem. Asthma is said to affect approximately 5% of the North American population making it the most common chronic respiratory illness.7 Several attempts have been made to quantify the costs of this disorder. A recent report by Weiss et a18 showed that for the United States, the cost of asthma for 1990 was $6.2 billion (US dollars), the primary expense being hospital care at $1.6 billion. There was a loss of 3,000,000 work days among those over 18 years of age and more than 10 presumably contributed to the general decline in smoking behavior. Despite these apparent advantages enjoyed by Canadian health educators, there are significant hindrances as well. Most obvious is Canada's size. At 3,849,000 square miles, Canada is the Western hemisphere's largest nation, yet is sparsely populated by just 26,835,500 inhabitants.13 As shown in Figure  1 , Canada's population density is among the lowest in the world. Thus, it is costly to reach the far-flung Canadian population with goods and services. It is also difficult and expensive to gather interested health-care experts on a regular basis to plan and implement a national asthma education campaign. Second, Canada is a nation of marked ethnic diversity. Founded by Anglophone and Francophone forebears more than a century ago, the national struggle to accommodate cultural and linguistic differences continues today. The task is magnified by liberal immigration policies which enrich the country but greatly complicate the task of reaching and educating the populace. To pick one urban example, in 1986, 71% of Torontonians surveyed reported either English or French as their mother tongue.14 Of the 29% who spoke other languages at birth, the languages ranged from European, Indo-Iranian, Asian, Baltic, and aboriginal.15 Attempts to reach such peoples effectively may be complicated not only by language but by cultural diversity. Third, Canada's universal health care includes most physician and hospital costs but does not include drug costs. Education concerning continuous anti-inflammatory therapy of asthma may be difficult for the patient to implement if a costly inhaled steroid exceeds his or her financial means.
Perhaps in part as a consequence of its size and ethnic diversity, Canada has not had an effective national asthma education program. In addition to the barriers imposed by geography, Canada faces a problem common to most nations, a lack of coordination among several professional and lay organizations. Beginning with the physician, one notes that 80% of people with asthma are cared for by primary practitioners yet these physicians were conspicuously absent at recent consensus conferences setting the standards for asthma care. Not only do specialist and nonspecialist physician groups communicate poorly, but at times, there seems to be no communication among specialists of different disciplines. To pick one example, recently published guidelines on the management of pediatric asthma developed by the Canadian Pediatric Society'6 appear to be at odds in several important respects with more general adult and pediatric guidelines developed by a multidisciplinary specialist group working under the auspices of the Medical Research Council of Canada.17 But lack of coordination among physician groups is only one aspect of a more complex scenario. Nonphysician medical care professionals have not been integrated in the planning process of asthma education campaigns, and several lay organizations have each pursued their own agendas.
There is hope that this disharmony may be ending in the near future. In planning for the present conference, most of these interested groups have gathered to plan and coordinate Canada's first national conference in asthma education. Moreover, a consortium of groups has proposed the formation of a truly national multidisciplinary network to be termed the Canadian Network for Asthma Care. A list of participating organizations is given in Table 1 .
While the country as a whole attempts to coordinate efforts. to develop a national asthma education strategy, one province has developed a regional model which will be watched closely. As described In response to the needs and demands of different institutions, health professionals, and associations of asthmatic patients, a program was developed in the Quebec City metropolitan area in 1991. It has been modified to extend to the whole province of Quebec, increasing access to asthma education in health institutions and community centers. This project also aimed to develop a more uniform approach to asthma treatment and education, and to avoid unnecessary duplication of methods, programs, and materials. The network is for both asthmatic patients and health professionals teaching asthmatic subjects.
Participants
The project is a collaborative effort between the Quebec government's "Ministere de la Sante et des Services Sociaux," groups of professionals involved in asthma care (chest physicians, allergists, pediatricians, family physicians, nurses, pharmacists, respiratory therapists, etc.), the pharmaceutical industry, various Quebec health institutions and associations of asthmatics.
Goals of the Network's Asthma Program
The general objective of the program is to reduce asthma morbidity and mortality while improving the quality of life of asthmatic patients and reducing asthma-related health-care costs by getting people with asthma more involved in controlling their condition.
The specific goals are to develop a provincial network of Asthma Education Centers within 5 years that would give asthmatic patients access to adequate education about their condition and advise associated asthma support groups. The Centers do not require construction of new buildings; the development of an asthma education program as suggested by the network can be instituted in existing institutions and clinics with human and material resources being made available. A specialized, regularly updated training program is made available to health professionals providing education to asthmatic patients, to ensure effective, high quality, and uniform teaching across Quebec.
The program aims at achieving at least a 30% reduction in asthma-related mortality, hospitalizations, emergency department visits, and absenteeism from work and school within the next 5 years. Table 2 .) The committees also oversee the distribution of teaching materials to the Centers providing asthma educations. Asthma Education for Asthmatic Patients: The Asthma Education Centres: According to this model, Quebec institutions accredited as Asthma Education Centres following discussions with the "Regies Regionales" ensure that their asthmatic patients have access to specialized educators trained by the network, either on a full-time or part-time basis, depending on needs and local resources. The teaching program is overseen by the network's scientific committee (Fig 2) . The educators are under the diThe Quebec Asthma Education Network rect supervision of a physician with specific expertise in asthma education.
The educators and the supervising physician are not directly involved in the patients' treatment and investigation; they offer educational services only. If a problem is detected (eg, poor technique in the use of inhalers, loss of asthma control, etc.), suggestions are communicated to the referring physician, usually in the form of a written report; in the case of emergency, the report is verbal.
Asthma Education Centres are visited and regularly accredited by the network after reviewing their activities and the quality of the education provided. Some of the Centres are accredited "resource-centres," offering supervised training to health professionals at their own asthma clinics for variable periods of time, as a complement to their participation in the training sessions offered by the regional committees.
One of the network's tasks is to develop collaboration with existing asthma clinics that do not offer this type of service. Their personnel are invited to take part in the network's activities and contribute to the development of materials or participate in specific projects.
Support Groups: Support groups are to be established in various regions of Quebec. They are associated with an Asthma Education Centre and take part in the activities of the Quebec Lung Association. These groups promote exchanges among asthmatic subjects regarding their experiences with asthma and participate in the different activities of the network. They will benefit from the experience of alreadyfunctioning asthma associations.
Network Content and Organization: The Quebec provincial asthma education network is based on national and international recommendations and on the pilot project conducted in the Quebec City metropolitan area.17-24 In particular, it looks after achieving the main goals of asthma education, which are to recognize of asthma, its etiologies and severity, to understand the role of environmental control and medication, to treat exacerbations early and effectively, and to help develop self-management skills, including the use of an action plan.
According to this model, the education network is headed by two co-directors, an administrative director, the director of the Quebec Lung Association and a scientific director who is chairman of the network's scientific committee (Fig 2) . A provincial coordinator helps directors to organize provincial network activities. The content and evaluation of the program is the responsibility of the scientific committee, which is made up of chest physicians, allergists, general practitioners, pediatricians, and other professionals specializing in asthma treatment.
The advisory committee is made up of representatives of different professional associations, the pharmaceutical industry, and the general public and provides technical advice regarding network activities.
The provincial government contributes to the network by allowing health professionals to get involved with the asthma education program in designed institutions.
Costs related to the infrastructure and administrative aspects are covered by a special Quebec Lung Association fund to which the pharmaceutical industry and the general public contribute.
Evaluation of the Network's Efficiency
Closely related to the network's activities is a research program being developed, aimed at determining the efficacy of the interventions in reducing asthma-related morbidity and mortality and healthcare costs. 22 
